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attempted but he had an anaphylactic reaction. 
obtained.
Conclusions:
an unusual complication of treated HZ. 
Although there is no standard treatment, 
used as potential treatments, ultimately with 
poor prognosis. Negative imaging long after 
symptom onset emphasizes the importance of 
a good neurologic exam and repeat imaging 
for diagnosis. 
1, Kiel Woodward1, Miguel Situ-Kcomt1 





Syndrome (PHS) is an emergency mimicking 
Neuroleptic-Malignant-Syndrome (NMS) and 
presents with rigidity, hyperpyrexia, increased 
creatine phosphokinase (CPK), altered 
consciousness, autonomic instability. Abrupt 
discontinuation of dopaminergic therapy 
in a patient with Parkinson’s disease (PD) 
is the main mechanism causing PHS. This 
has been generally reported with the sudden 
interruption of enteral administration of 
medications but has been anecdotally reported 
in deep brain stimulation (DBS) withdrawal. 
Pathophysiology of PHS triggered by DBS 
discontinuation is poorly understood. 
Case: This 56-year-old male had a past 
medical history of 20 years of Parkinson’s 
disease (PD) status post bilateral STN-DBS 
12 years prior and baseline asymmetric 
hallucinations, gait imbalance with a 
His antiparkinsonian medication regimen 
consisted of carbidopa-levodopa, ropinirole, 
trihexyphenidyl, and rivastigmine. He 
infection. He then presented severe worsening 
of parkinsonism with a UPDRS of 96. 
Neurological exam showed severe dysarthria, 
persistent head rotational tremor, severe 
tremor at the bilateral elbow and wrist joints, 
and moderate tremor at the bilateral ankles. 
Severe cogwheeling rigidity was present in all 
extremities. 
Although already on adequate directed 
antibiotics for the infection, he continued 
to have fevers (102.2 F), hypertension 
(223 mmHg of systolic blood pressure), 
tachycardia (heart rate of 150’s), and a CPK 
above 5000. He developed severe dysphagia 
which prevented him from swallowing 
medications. After placement of a Nasogastric 
tube, levodopa-carbidopa dose was restarted 
and tripled. His tremors slowly improved, 
dysautonomia resolved, CPK levels 
normalized.
Conclusions: PHS secondary to DBS-
withdrawal is a rare and life-threatening 
condition occurring upon abrupt DBS 
cessation. We present a case of PHS in the 
infection and removal that resolved with 
aggressive dopaminergic medication regimen 

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Background: Limb-shaking Transient 
presents as involuntary abnormal movements 
that occur in one or more limbs usually 
triggered by orthostasis and cerebral 
hypoperfusion. This has been described in 
unilateral or bilateral carotid artery occlusions 
but to the best of our knowledge, this is the 
to bilateral anterior cerebral artery (ACA) 
occlusions.
Case: This is a 76-year-old male with 
presented with three months of recurrent 
falls preceded by 30 seconds of weakness 
and shaking of bilateral legs. He did not 
have any prodromal symptoms or loss of 
awareness associated with these episodes 
that occurred several times per day. After 
a few minutes of being in the ground, he 
would regain complete strength and would 
be able to stand up independently. He was 
found to have orthostatic hypotension during 
a complex anatomy of the anterior cerebral 
arteries, with fusiform dilation of the right 
A2 segment, a thrombosed right A3 segment 
not show diffusion restriction consistent with 
ischemic injury. He was also found to have 
lumbar spinal stenosis which was thought to 
contribute to the weakness. He was started on 
dual antiplatelet therapy and high intensity 
statins. His symptoms responded to hydration 
and careful ambulation with compression 
stockings. 
Conclusion:
are a very unusual presentation of cerebral 
hypoperfusion. They are often misdiagnosed 
as focal seizures with preserved awareness or 
even movement disorders such as myoclonus. 
orthostatic hypotension that can be often 
reproduced at bedside. Management involves 
careful blood pressure control, avoidance 
of precipitating factors and consideration of 
revascularization if applicable. 
